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logical abnormalities are not characteristic of a recognizable syndrome, but several disorders of immunity probably await classification. Some children with immune deficiencies have gastrointestinal disorders, usually diarrhoea or steatorrhcea. The PLE may, therefore, be secondary to the disorder of immunity. The etiology of both the PLE and the disorders of immunity remain obscure, and they may be interrelated in several ways. The improvement on a diet free from cow's milk protein is encouraging. The demonstration of an improvement in the villous atrophy would further support a specific response to this therapy, as would also a relapse on challenge with cow's milk protein. Repeated lymphocyte studies on the present treatment may clarify the relationship between the PLE and the immune deficiency. Two siblings, a boy aged 17 and a girl aged 15 years, each presented a mid or late apical systolic murmur as an isolated abnormality. They were considered to have a congenital and familial abnormality ofthe mitral valve.
Normal function of the mitral valve depends upon the coordinated action of the chords tendinew, papillary muscles and mitral valve cusps. During the isometric phase of ventricular contraction, sufficient tension must be generated in the papillary muscles to prevent prolapse of the cusps upward into the atrium but not so much as to pull them down into the ventricle and open the valve. Then, as the ventricular cavity shortens during the ejection phase, the papillary muscles must shorten correspondingly to take up the slack in the chord, and prevent prolapse of a mitral cusp into the atrium and consequent regurgitation. A congenital abnormality of any one of the three components of the mitral valve can lead to malfunction. If the mitral cusp is unduly voluminous, contraction of the papillary muscles may succeed in holding it closed only in the early part of systole. Then, as the ventricular cavity shortens, the voluminous cusp balloons into the atrium; it suddenly becomes taut under the pressure of the left ventricle causing a click and allowing regurgitation to occur. The same thing would happen if the chorde were too long and also if the papillary muscles were too short or fibrotic.
In the congenital and familial variety the patient usually has no symptoms and but one physical sign, namely a mid-systolic click followed by a systolic murmur running up to the second heart sound. The click and murmur are usually best heard at the apex. However, the regurgitant jet may be directed against the root of the aorta which is a direct relation of the left atrium (Fig 1) . The murmur is then transmitted to the base ofthe heart and even to the neck. (Reproducedfrom Zoob 1969 , after Burch et al. 1968 The murmur may then have the distribution qf an aortic systolic murmur, loudest at the left sternal edge or second right space and radiating into the neck, and the condition must then be differentiated from mild aortic stenosis.
In the majority of cases, however, the diagnosis is easy and the condition is usually benign. Penicillin prophylaxis should be given for dental extractions.
